         		                         GILLIN EYE CARE
                                      www.gillineyecare.com
Patient’s Last Name___________________________  First_______________________  MI________  Nickname______________
Address_________________________________________________  City____________________  State_______  Zip__________
Patient Birth date _______________ Ethnicity ______________ Race ___________  Height _________  Weight __________
Patient Employer________________________________  Occupation_____________________________ 
Best phone number for contact________________________________________    Cell     Home     Work
May we contact you by E-mail?   If so, list E-mail address  __________________________________________________________

Name of Insured__________________________________  Insured’s Birth date____________  Relationship_______________
Insurance Company____________________________   Insurance ID# of insured _____________________________________
Spouse’s name ________________________________  Social Security# of insured____________________________________

Circle any of the following conditions you have or have had.    Please list any  medications that you take for them.
· Diabetes
· High Blood Pressure
· Asthma/Emphysema
· Stroke
· Cancer
· Depression/Anxiety
· Allergies
· Dry Eyes
· Glaucoma
· Cataracts
· Macular Degeneration
· Other _______________________________________________________
Any history of Eye Surgery or Eye Injury? __________________________________________________________________
Do you wear glasses?  All the time   Reading     Driving        Do you wear Contact Lenses?   Brand _____________________
Tobacco use?  (Circle):  Never   Former Smoker    Sometimes     Every Day         Are You Pregnant? ____  # of Children____
Family Physician _______________________________________   Allergies_______________________________
[bookmark: _GoBack]How did you find out about us?  ___________________________________________________________________

ASSIGNMENT AND RELEASE:  I authorize payment to Gillin Eye Care for all insurance benefits otherwise payable to me for services rendered.  I understand I am responsible for all charges for services rendered on my behalf or my dependents, whether or not paid by insurance.  I authorize Gillin Eye Care to release information required to secure payment of benefits.  I authorize use of this signature on all insurance claims.

_____________________________________________________________            ___________________________
Signature of Patient, Parent or Guardian                                                                      Date   
